A t the close of the 20th century, health services for children in NSW have accomplished significant achievements. However, many 64 Measles control campaign challen es lie ahead g . Overall, most children have never had a greater opportunity to be 65 Infectious diseases healthier: they have access to abundant, high-quality food and clean water, schooling and housing, the highest levels of medical care, and 65 Influenza vaccination safe and effective vaccines against many of the common infectious campaign diseases.
However, at the same time we are witnessing a marginalisation of 65 NSW influenza surveillance the health needs of children as the demands of an expanding aged population compete for resources. We are also witness to the progressive 67 Immunisation against impoverishment of an increasing proportion of children in Australia. influenza in the workplace Already more than 40 per cent of children are living in families receiving 68 Too early to celebrate? a pension or the Additional Fanuly Payment. ' Mortality and morbidity of To date, the report, Health Goals and Targets forAustralian Children HIV-AIDS and Youth remains the clearest statement of the health needs of children and young people.2 It succinctly states the high-priority health outcomes that must be achieved by any health service or program. This report also recognises that disadvantaged children are more likely to become ill, to be injured, and to require greater levels of health care.
In the next four issues, the NSW Public Health Bulletin will explore the essential components of any program that seeks to improve the health of children. Beginning in May 1998, Dr Elisabeth Murphy and Ms Caroline Wraith from the Health Services Policy Branch, NSW Health Department, outline the critical issues of child health in NSW. This article includes examples of how services currently being provided in NSW address the health goals and targets for Australian children.
In the June issue readers will be able to examine the health status of children in NSW and the information that permits monitoring of their progress. In the July issue, there will be a closer examination of the process of identifying effective strategies that are available to address the identified health needs and to achieve the desired outcomes. The August issue will present a detailed exploration of the priority programs in NSW capable of achieving improved health for children and youth.
Children and young people are shaped by and shape the environments in which they live. An ecological perspective requires child health professionals to develop a range of strategic responses at individual, family, neighbourhood, regional and national levels. 3 The models for this approach to improving the health of children and youth have been outlined in the strategic plan 'Health Gain for Children and Youth of Central Sydney' (developed by the Central Sydney Area Health Service over the past two years).4 Some of these programs have been implemented in some health areas such as South Western Sydney Area Health Service.
If the outlined challenges to the continued improvement of child health in NSW are to be met, and if the health goals and targets for Australian children are to be achieved, health care services in NSW will need to refocus their attention to the needs of children, to identify and implement more evidence-based strategies, and to emphasise population-based illness-prevention and health-promotion programs. If the outcomes are to be attained, an effective population-based approach to child health needs to become as essential a part of health services as clinical paediatrics. e NSW Health Department is currently developing a comprehensive child health policy, which is nearing completion. It will provide a framework for the health system to address the health care needs of children and provide child-focused and developmentally ap propriate health services. This article provides an overview of the international and national contexts supporting this development and highlights both a number of current state initiatives and future directions in child health.
INTERNATIONAL CONTEXT
The origins of an international agenda for children emerged just after the second world war. In 1948 the Universal Declaration of Human Rights was proclaimed, and in 1959 the special needs of children were addressed by the United Nations Declaration on the Rights of the Child. One outcome of the International Year of the Child in 1979 was the push for the United Nations Convention on the Rights of the Child which was achieved 10 years later. The Convention was adopted by the United Nations (UN) on 20 November 1989 and was ratified faster than any other convention in the history of the United Nations.
It consolidated into international law the existing provisions of over 100 declarations and treaties.
The Convention led to the World Summit for Children (1990), at which the United Nations World Declaration on the Survival, Protection and Development of Children2 was developed and an international commitment given to a plan of action.3 The World Summit for Children was the first ever truly global gathering of world leaders. If the goals of the Declaration are met then it is estimated that the lives will be saved of 50 million of the 150 million children who are otherwise projected to die of preventable causes over this decade.4 New problems such as child abuse, sexual exploitation, drug-related problems and inter-country adoptions are also addressed in the Declaration. For the first time, the role of the child as a consumer is acknowledged and the right of that child to be involved and participate in decision making on matters that affect his or her own interests is emphasised.
NATiONAL CONTEXT
Australia signed the United Nations Convention on the Rights of the Child in August 1990 and ratified it in December 1990. Some of the concerning health issues for Australian children include immunisation and poor infant mortality rates in the Aboriginal population to more complex social problems such as child abuse and youth suicide.
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The publication of Health Goals and Targets for Australian Children and Youth in 1992 represented the first attempt to determine common aims and objectives for the development and provision of child health services across Australia.5 As such, it was an important starting point for planning to improve the health outcomes for Australian children. This document recommended five goals: A national framework for key areas of action and strategic directions has now been put in place. The seven key areas of this policy are: 1. Promotion of healthy supportive environments for children and young people through appropriate policies, programs and services by all levels of government and the community.
Provision of health services that have both a focus
on the needs of consumers and a commitment to participation of young people and families in decisions about health and health care. 3. Development of a balanced approach at all levels of government between those strategies that actively promote good health through environmental and behavioural change and those that provide care and treatment for ill health. 4. Reduction of inequities in the availability of, and access to, the range of health services appropriate to the needs of young Australians. 5. Greater coordination and collaboration within the health sector and between health and other sectors through the development of cooperative strategies to improve the health of children and young people. 
NSW INITIATIVES
In response to these international and national policy developments, the NSW Health Department released to wide consultation Caring for Health, Caring for Children: a Discussion Paper Towards the Development of a Child Health Policy for NSW in l996. This policy is currently being finalised and will promote the development of prevention, early-intervention and health-promotion strategies to address preventable health problems,. It will also seek to improve the accessibility, appropriateness and quality of the health services provided to children.
To inform the development of this child health policy, and using the structure of the Health Goals and Targets for Australia Children and Youth, high-priority health issues were identified for the children of NSW. Current activities in the health system addressing these issues were then identified. The following are examples of these activities. Many show how collaboration, both within the health system and across sectors, is an important strategy for improving the health of children.
Health goal: Reduce preventable premature mortality • The most successful injury prevention activities are those that concentrate on creating a safe environment for children. The 'Hot Water Burns Like Fire' campaign was a partnership between the NSW Health Department, plumbing and housing industry groups and key child health advocates such as Kidsafe NSW. It focused mainly on encouraging householders to reduce the temperature of their hot water delivery to bathrooms. The campaign used a full range of media and industry education mechanisms. The first phases of the campaign have been significantly successful, with a 30 per cent decline in serious hot tap water scalds admissions (10+ days) and an 11 per cent decline in less serious cases. • Sudden infant death syndrome (SIDS) is the most common cause of death in the first year of life. Since the introduction of the 'Reducing the Risks' campaign in 1991 the incidence of SIDS has declined significantly in NSW with deaths decreasing from 174 in 1987 to 71 in 1996. The success of this campaign has been attributed to effective partnerships among the public, the Sudden Infant Death Association, researchers and health professionals. These partnerships have enabled sound evidence to support decisions, wide participation in decision making and the provision of consistent information to the public. Health goal: Reduce the impact of disability • Low birthweight, principally due to preterm birth, and birth defects are major causes of premature death and childhood disability. All births in NSW are registered in the Midwives Data Collection from which annual reports are prepared. These reports include information on rates of low birthweight and preterm birth by maternal age, Aboriginality, maternal residence and type of hospital. These data and issues of concern are considered by the Minister's Maternal and Perinatal Committee and, where appropriate, recommendations are made regarding clinical care. The Committee also has the Perinatal Outcomes Working Party, which can examine issues requiring further study. • Asthma is the most common chronic illness in childhood and a principal cause of hospitalisation. I and Housing. The Project works with families to encourage and support them in their parenting role, actively promotes community involvement in the provision of services for children, and encourages and assists parents to obtain access to existing mainstream services in the community. The Project has been successful in promoting access to services for disadvantaged groups, including Aboriginal families, and provides an appropriate facility for the development of many intersectoral programs targeting children under five years and their families.
Each Area Health Service has a child protection coordinator and has recenfly been funded to develop new services and appoint additional staff to provide counselling and support to children who have been physically or emotionally abused or neglected and their faniilies. Services are guided by the NSW Health Department's Child Protection Policy and Procedure Manual.1°C
HILD HEALTH: FUTURE DIRECTIONS
In NSW child health services have a long and proud history of being both community-health and hospital based. However, these differing origins have meant that. to date. as child health services have expanded and new services developed, they have become increasingly disparate. Early childhood health services, school health services, health promotion, public health, general practice, paediatric wards, outpatient and specialised paediatric hospitals all provide preventive, early intervention and/or treatment services for children. The development of the child health policy for NSW will provide a coordinated framework for the health system to provide child-focused and developmentally appropriate health services that address the health care needs of children. It will also support the role of the health sector of advocate for the needs of children and in promoting initiatives that will contribute to more-comprehensive and better-coordinated prevention and early intervention programs. Many of the health problems experienced by today's children reflect the complex interactions between children and their families and their social, economic and cultural environments.
Improving the health of children is integral to improving the health of adults in NSW. Many adult diseases have their origins in childhood and many health behaviours are established at this time. A focus on prevention and early health interventions that address the needs of children, if effectively provided, will deliver long-lasting health outcomes for all people in NSW.
Increased coordination of activity across the health system is needed if we are to maximise the opportunities to improve the health of children. Greater collaboration among hospital paediatric services, community child health services, general practice, public health and health promotion activities focused on children will be encouraged. Partnerships with other government departments, non-government organisations and the community will be promoted as a vehicle for the development of more effective programs across health, education and welfare services to address the needs of children and support their families and the communities in which they live. Recently the Federal Minister for Health, Dr Michael Wooldridge, announced funding for the National Enhanced Measles Control Program, which will be conducted from August to November 1998. The NSW Minister for Health, Dr Andrew Refshauge, has endorsed and pledged his support for this campaign.
I I

MEASLES CONTROL CAMPAIGN PUBLIC HEALTH EDITORIAL STAFF
The Measles Control Campaign will aim to: • Ensure that all primary school children are provided with a second dose of the measles (measles-mumpsrubella (MMR)) vaccine, through a school-based delivery program. The NSW Health Department will be targeting 2100 primary schools during this campaign. • Follow up all two-to five-year-olds, in cooperation with general practitioners and other immunisation providers, to ensure that they have received their first dose of MMR vaccine. • Ensure that all secondary students are advised to make sure that they have received their MMR booster (second) dose. The Commonwealth Government will provide $30 million nationally to fund this important campaign, from which NSW will receive $2 130 680. This will cover the purchase of vaccines, the employment of a state measles coordinator, nursing and clerical assistance and a multilayered integrated communication campaign. The aim is to achieve the National Health and Medical Research Council objective of 95 per cent coverage of school-age children for measles.
The NSW Health Department has employed Ms Jan Broome as the State Measles Immunisation Coordinator to facilitate the Enhanced Measles Control Program. Ms Broome will coordinate the implementation of the campaign in metropolitan Areas. Teams of nurses will be employed to vaccinate primary school children in these Areas. Rural immunisation coordinators will be responsible for implementation of the campaign in the respective rural Areas.
The Commonwealth is planning an extensive education campaign aimed at parents of primary school-aged children, parents of preschool-aged children, parents of high school children, general practitioners and teachers. The public education campaign commenced on 12 July 1998. E}i
INFECTIOUS DISEASES, NSW: MAY1998 TRENDS
Notifications of infectious diseases have continued to follow expected seasonal trends through to April 1998, with the exception of arboviral infections with fewer notifications than usual (Figure 1) .
With the influenza season close at hand, in this edition we present the first data from the NSW influenza surveillance program, and review our current approach to immunisation in the workplace. In addition, with some overseas reports indicating recent declines in AIDS cases in some western countries, we review HIV and AIDS notifications in NSW.
Readers will notice a change in our regular infectious diseases graphs. Instead of showing disease reports for the previous 12 months with historical comparisons, well now show you disease reports over the entire previous four years or so.
INFLUENZA VACCINATION CAMPAIGN
A campaign to remind those at risk from the complications of influenza to have themselves vaccinated was launched by the Health Minister on 18 May. The campaign was mounted by the Pharmacy Guild of Australia, with the support of the NSW Health Department, as part of National Pharmacy Week, and took the form of a series of radio advertisements combined with a public relations campaign. The main message of the campaign, which was aimed particularly at the elderly, was that it is still not too late to be immunised. Although influenza immunisation rates have increased in New South Wales in recent years, about half of those for whom vaccination is recommended remain unimmunised.
NSW INFLUENZA SURVEILLANCE
Although a widespread epidemic did not develop following the outbreak of influenza in Hong Kong at the end of 1997, the emergence of the H5N1 subtype and its potential to re-emerge and cause pandemic disease have concentrated attention worldwide on influenza surveillance. The 'Sydney' strain of the H3N2 subtype of influenza A, which was responsible for considerable 'flu activity in parts of Australia in 1997, has since been responsible for a widespread epidemic in the United States in the northern hemishere winter and has also been active in Europe and Asia. In the light of these outbreaks and the imminent influenza season in Australia, it was timely to review surveillance measures in New South Wales. Proposals developed to strengthen surveillance are now being implemented. One essential element of improved surveillance was recognised to be timely feedback of information about influenza activity to those involved in influenza surveillance and others who wished to know. A weekly report has been developed (NSW Influenza Surveillance Activity Update) and the contents of the first three reports are summarised below. The Clinical activity: Reports of consultations for influenzalike-illness from the NSW Sentinel General Practitioner Surveillance Scheme were received from three Public Health Units (PHUs). Weekly rates ranged from 5 to 11 per 1000 consultations (Figure 2) , similar to the rates seen in previous years. Virological activity: Reports of diagnoses on influenza infection were received from four laboratories in New South Wales. Only one report of an isolate of influenza virus was received: an influenza A subtype H3N2 virus from a person who had recently returned from the Middle East (strain typing results on this virus are awaited). Two diagnoses of influenza A infection were confirmed by direct immunofluore scent detection of antigen and one other by a fourfold rise in antibodies. No influenza B infections were confirmed.
A total of 106 respiratory syncytial virus infections were reported over the same period: respiratory syncytial virus activity usually rises at this time of year, with the majority of infections being confirmed in the under-one-year age group. Very few other respiratory virus infections were confirmed during this period.
Directed virological surveillance
The NSW Health Department has proposed a surveillance initiative which will involve 10 to 20 sentinel general practitioners submitting up to five specimens per week each for virological analysis. The potential advantages of such schemes are that influenza isolates are generally obtained earlier in the season than by routine laboratory surveillance, the results are more representative of the viruses circulating in the community (than the viruses causing illness in hospitalised patients), specimens are obtained from a more representative age spectrum than can be achieved from hospital-based surveillance, the results are obtained by the consistent use of standardised sampling methods and the results are available rapidly. The recruitment of general practitioners continues and reporting will begin later in the season.
IMMUNISATION AGAINST INFLUENZA IN THE WORKPLACE John Watson
Medical Epidemiologist, AIDS/Infectious Diseases Branch
There is considerable uncertainty about the appropriateness of influenza immunisation of fit adults of working age in the occupational setting. The National Health and Medical Research Council (NHMRC) states that mass vaccination of individuals in particular industries or worksites cannot usually be justified on public health grounds' , but does leave the way open for supporting the immunisation of occupational groups in certain circumstances.
The problem is not one of protective efficacy (influenza vaccine provides a good level of protection in most years, especially in working-age adults and children) but with cost-effectiveness and uptake. From a population perspective, it makes a lot of sense to recommend immunisation of those people who are at increased risk of the complications of influenza, not only to prevent serious morbidity and mortality but also to reduce health care (especially hospital) expenditure on treatment.
For younger people, the benefits, both health and financial, are less clear cut: for most of this group influenza is a self-limiting illness, albeit a miserable one, and they soon return to work. In addition, influenza is very vanable in its extent and severity from year to year, and major epidemics occur only every few years. Nevertheless, in the United States, physicians are recommended to immunise any person who wishes to reduce the likelihood of becoming ill with influenza. 2 From an employer's point of view, the calculations may be different. An employer may be prepared to pay a premium to reduce absenteeism during influenza epidemics. This may be especially important for businesses or organisations involved in work where loss of more than a small proportion of the workforce at one time is more critical than the overall annual level of absenteeism, for example, companies involved in continuous industrial processes. Health services, too, have a special interest in not losing employees on sick leave during influenza epidemics, because this is the very time that workloads are increased. Both the NHMRC and the United States persons at high risk, and the CDC guidance goes on to recommend vaccination of 'persons who provide essential community services ... to minimize disruption of essential activities during influenza outbreaks'."2 One of the main problems in the occupational setting has been obtaining adequate levels of vaccination uptake. Among health care workers in particular, uptake has been generally poor. Employers may have to invest a lot of resources to obtain a high enough uptake level to produce any appreciable reduction in sickness absence. In addition, they may have to invest these resources for three or four years before they prevent the substantial absence associated with a major epidemic.Assessing costeffectiveness in this area is very difficult. Studies need to be large, blinded and controlled. Few have been good. An exception is the study by Nichol et al. published in 1995, which showed cost savings in a working-age population as a result of the use of influenza irnmunisation. 3 Advice to employers should probably include an appreciation of these issues, as the ultimate decision will be that of the employer, who will pay for a workplacebased immunisation campaign. While mounting scientifically robust investigations of the cost-effectiveness of this intervention in different Australian settings will be difficult because of the large studies required, much could be learnt from the description of workplace campaigns that are carried out, including costs, methods employed, levels of uptake and difficulties encountered. Between 1995 and 1997, there was a large increase in the number of persons newly diagnosed with I-I[V infection for whom risk factors were not reported and, in contrast to other exposure groups, no decline in persons reporting heterosexual exposure to the virus. In addition, the decline in new AIDS diagnoses was least among persons reporting heterosexual contact and there was an increase in persons reporting injecting drug use (Table 1 ). These differences involve only relatively small numbers, but suggest that persons who acquire HIV infection through injecting drug use or heterosexual contact may be somewhat more difficult to reach with interventions.
The recent changes in AIDS-free survival time has highlighted the importance of HIV surveillance in tracking the evolution of the epidemic.3 However, the large and growing proportion of HIV notifications that are provided without risk information severely limits our ability to do this. To inform the most effective prevention strategies, doctors are urged to be vigilant in notifying new infections through the existing laboratory-based notification system, by completing and returning the laboratory-generated risk forms on persons newly diagnosed with HIV.
The NSW Health Department has been active in implementing harm-minimi sation strategies, such as education and needle and syringe exchange programs, that have resulted in very low levels of HIV infection among injecting drug users. Partnerships between affected communities and government have kept HIV infections among men who have sex with men under control. However, reported increases in risk behaviours among men who have sex with men, a possible increase in HIV infections among heterosexuals, and overseas experience of increases in HIV infections among injecting drug users are reminders of the need for vigilance. Should these changes be accompanied by a failure to sustain treatment effectiveness, we could see an increase in HIV infection with a far more potent and difficult-to-manage virus. The NSW Health Department is currently developing new treatment and prevention strategies that take into account both the changing epidemiology of HIV disease and new treatments, and is liaising with laboratories to improve the completeness of HIV infection notifications. Zoonoses -
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